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Revision:HCFA-PM-91-4 (BPD) Supplement 1.to 
AUGUST 1991 	 ATTACHMENT 4.19-B 

Page 2 
OMB NO.0938-

STATE PLANUNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Iowa State/Territory: 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-
OTHER TYPES OF CARE 

Payment of Medicare PartA and PartB deductible/coinsurance 

QMBs: Part A SP Deductibles SP Coinsurance 
Part B SP Deductibles SP Coinsurance 

Other 
MedicaidPart A SP Deductibles SP Coinsurance 
RecipientsPart B SP Deductibles SP Coinsurance 

Dual 
Eligible Part A SP Deductibles SP Coinsurance 
(QMB Plus) Part B SP Deductibles SP Coinsurance 

TN No. MS-03-05 substitute page 

Supersedes Approval Date BAR 0 z 2004 Effective Date 
pig!$ 0 1 rgb; 

TN No. MS-91-49 HCFA ID: 7982E 



Supersedes  Effective  

Revision: (BPD)HCFA-PM-91-4 
AUGUST 1991 

Supplement 1 to 
ATTACHMENT 4.19-B 

Page 3 
OMB NO.0938-

STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 

Iowa State/Territory: 

METHODS AND STANDARDSFOR ESTABLISHING PAYMENT RATES-
OTHER TYPES OF CARE 

Payment of Medicare Part A and Part Bdeductible/coinsurance 

Special Rate Method 

1. For nursing facility services covered under Medicare Part A, payments are limited to 
State plan rates and paymentsaccording to the following method: 

(a) If the Medicare payment amountfor a claim exceeds or equals the State plan rate or 
payment for that claim, Medicaid reimbursement will bezero (0). 

(b) If the State plan rates and paymentsfor a claim exceeds the Medicare payment amount for 
that claim, Medicaid reimbursementis the lesser of: 

(i) the difference betweenthe Medicaid State plan rates and payments minus the 

Medicare payment amount;or 

(ii) the Medicare coinsurance and deductible, if any, for the claim. 


This paragraph does not apply toMedicare-certified hospital-based nursing facilities. 

2. For services not listed in paragraph1 above, Medicaid payments will be madeup to the 
full Medicare coinsurance anddeductible, if any, for the claim. 

TN No. MS-03-05 
DateApproval !“f&? 0 3 2004 Date 3 2083 

TN No. None HCFA ID: 7982E 
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IOWA 	 ATTACHMENT 4.19-C 
Page 1 

PAYMENTS FOR RESERVE BEDS 

Payment is madefor reserving beds in carefacilities for residents during their temporary 
absence for the purpose indicated below when this is included in the resident’s plan of care. 
No payment for reserved beds is made tohospitals. 

Nursing Facilities 

1. For periods of hospitalization for acute conditions: Up to 10 days per calendar month. 

2. For leaves of absence for purposes of vacation or visits: Up to 18 days per year. 
Additional days will be allowed based ona physician’s recommendation that additional 
days wouldbe rehabilitative. 

Payment for periods when a resident is absent for visits or hospitalization is made at 42% of 
the actual per diemrate, but not to exceed themaximum rate. 

Out-of-state facilities are reimbursed at 42%of the Iowa payment to the facility. 

Intermediate CareFacilities for the Mentally Retarded 

1. For periods of hospitalization for acute conditions: Up to 10 days per calendar month. 

2. 	 For leaves of absence for purposes of vacation or visits: Up to 30 days per year. 
Additional days may be approvedfor home visits or special programs ofevaluation, 
treatment orhabilitation outside the facility if certified by a physician or qualified 
mental retardation professional. 

Payment for period when a resident is absent for visits or hospitalization ismade at 80% of 
the actual per diemrate. Facilities with 15 or fewer beds are reimbursed at95% of the actual 
per diem rate. 

Out-of-state facilities are reimbursed at 80%of the Iowa payment to the facility. Out-of-state 
facilities with 15 or fewer beds are reimbursedat 95% of the Iowa payment to the facility. 

TN No. MS-03-05 Effective may 8 1 2@3+ 
Supersedes TN # MS-97-28 Approved 



’ IOWA 	 ATTACHMENT 4.19-C 
Page 2 

PAYMENTS FOR RESERVE BEDS (Cont.) 

Facilities That Provide Skilled Nursing 

1. 

2. 

For period of hospitalization for acute conditions: Up to 10 days per hospitalization per 
calendar month, not to exceed 10 days for any hospital stay whether or not the stay 
extends into a succeeding month or months. Prior approval from the Department is 
required before the facility submits its claim. 

For periods of visits for participation in special social or rehabilitation programs: Up to 
10 consecutive calendar days ata time with a maximum of 18 days in a calendar year. 
These must be approved in advance by the Department and are approved when (1) the 
resident or representative chooses to have the resident leave for this purpose, and (2) the 
family members or agency responsible for providing the alternative care canand will 
provide the care and make nocharge to the Department for the care, and (3) the absence 
is approved inthe physician’s plan of care, and (4) the facility provides the usual 
medical equipment and supplies needed by the resident. 

Payment for approved absence shall be made at42% of the regular Medicaid rate. 

Out-of-state facilities are subject to the limits in theirstate. 

Psychiatric Institutions for Children 

1. 	 For periods of hospitalization for acute conditions: Up to 10 days per hospitalization 
per calendar month, not to exceed 10 days for any hospital stay whether or not the stay 
extends into a succeeding month or months. 

2. 	 For leaves of absence for purposes of vacation or visits: Up to 30 days per year. 
Additional days may be allowed based on a service plan approved by the district 
administrator or the superintendent of the institution for children or that person’s 
designee. 

Payment for approved absence shall be made at thefull Medicaid rate. 

TN No. MS-03-05 substitute Effective HAY 0 1 2003 
I

Supersedes TN # MS-90-74 Approved 


